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maternity care and the effects on severe maternal morbidity among immigrant women in the
Netherlands. In-depth interviews were carried out with 40 immigrant and 10 native Dutch women.
The immigrant women reported that health care providers often paid insufficient attention to
their pregnancy-related complaints, especially in cases of pre-eclampsia. They also reported
delays in receiving information about diagnosis and treatment. Obstetricians who reviewed 20 of
these cases judged sub-standard care to have played a role in the development of complications in
16 of them. The women themselves had problems identifying medically significant complications,
presenting their complaints to health care providers effectively, and taking an active role as patients.
Even highly educated migrant women showed low health literacy skills in their interaction with
doctors. Patients' perspectives are valuable as one of the tools to evaluate the quality of maternity
care. Communication by maternal health professionals can be improved through more sensitivity
to social factors that affect immigrant women's health problems. Women with limited health
literacy should be empowered through education about danger signs in pregnancy and information
about preferences and policies in obstetrics in the Netherlands. They should also be invited to
participate in medical decision-making. ©2011 Reproductive Health Matters. All rights reserved.
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literacy, NetherlandsIMMIGRANT women in the Netherlands expe-rience more serious complications duringpregnancy and childbirth than native Dutch
women, according to LEMMoN, a countrywide
registration study (2004–2006).1 We conducted
a qualitative study of patients' perspectives to
gain more insight into ethnicity-related factors
contributing to sub-standard maternity care and
to explore the possible relationship between sub-
standard care and severe maternal morbidity
among immigrant women. Sub-standard care is
defined as care that falls below standards thatclinicians consider should have been achieved
given the circumstances.1Methodology
Forty immigrant and ten native Dutch women
with severe maternal morbidity were interviewed.
They were among 2,552 women (incidence 0.71
per 1000 deliveries) in the LEMMoN study.1
‘Country of birth’was used as indicator to identify
women as immigrant women: a woman is of
immigrant descent if she was born abroad and
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generation), or if she was born in the Netherlands
with at least one of her parents born abroad
(second generation).2
Obstetricians from 18 hospitals in the western
part of the country, a representative sample of
all Dutch hospitals in terms of volume, level of
care, and number of complications registered in
the LEMMoN study, were asked to approach all
immigrant women whomet the LEMMoN criteria
to invite them to participate. Between February
and August 2006, 42 women were referred to
the main researcher for participation. Two immi-
grant women could not be reached due to incor-
rect contact details. Three hospitals identified
15 native Dutch women from their LEMMoN
study sample within a period of ten weeks. Native
Dutch was defined as a person whose parents
were both born in the Netherlands. The main
researcher selected ten of them based on different
levels of education.
All women gave written informed consent.
Forty-six of the interviews were conducted in
the homes of the interviewees between two
and six weeks after discharge from hospital,
and four in hospital because of their relatively
long hospitalisation. All 50 women were eager
to tell their stories. Interviews were recorded
and transcribed.
The women were asked about their perspec-
tives on the development of their medical com-
plication and on the received health care, with
particular attention to self-diagnosis, health care-
seeking behaviour, presentation of complaints,
recognition of complaints by health care pro-
viders, and communication with them. Husbands,
partners, relatives and friends who had been
involved during the complication participated in
almost all interviews and added their perspectives
onwhat had happened. Sometimes they also acted
as interpreters, as they had done in previous con-
tacts with the health care providers. These lay
interpreters all had a good command of Dutch.
Eight women with a substantial language barrier
were asked if they wanted a professional inter-
preter. Only one woman said yes. During the
interview, however, a female friend insisted on
translating, as she had done in the hospital,
thereby silencing the professional interpreter.
Twenty of the 40 interviews with immigrant
womenwere selected for additional analysis, car-
ried out by four obstetricians, who were selectedbased on their extensive experience of maternal
morbidity audits and availability. The selection
criterion for this analysis was mention by the
patient of delay in receiving care as a significant
factor in the deterioration of her health. The
interviews were randomly divided among the
four obstetricians. They were asked to assess
the patients' perspectives in comparison to the
women's physicians' perspectives, as obtained
from the medical files. All hospitals and persons
involved were anonymised. The information col-
lected from the native Dutch women served as
a source of verification that the findings were
related to ethnicity.
The thematic analysis of the interviews focused
on the question of where things went wrong, what
health care providers didwrong, andwhy and how
things went wrong from the women's perspec-
tives. Following the method of grounded theory,3
sensitising concepts – such as the nature of the
doctor–patient relationship, sources of social sup-
port, the language spoken, understanding of
health and medical information – were identi-
fied. The use of the software Kwalitan supported
the analysis.
The study design was approved by the Medi-
cal Ethical Committee of Leiden University Medi-
cal Center. Confidentiality has been kept by not
using the real names of the interviewees.Findings
Characteristics of the women
The 40 immigrant women fell into two groups,
according to their migration history. The first
group consisted of 22 women from large migrant
groups, and included nine Moroccan, seven
Turkish, four Surinamese, and two Dutch Carib-
bean women. Their first-generation male family
members migrated to the Netherlands between
1965 and 1974, mainly as “guest labourers” and
migrants from former Dutch colonies. Through
chain migration and family reunion, their ethnic
groups have grown into multigenerational com-
munities with social networks embedded in the
social structures of Dutch society. Women in
these communities have access to collectively
shared experiences of maternal health care in
the Netherlands. Except for the Surinamese
women, the women in this group were from a
low socioeconomic position, the position of most
large migrant groups in Dutch society. All the145
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socially dependent position; they spoke only
Turkish and depended on Dutch-speaking rela-
tives when visiting health facilities. The Suri-
namese women, on the other hand, had a relatively
strong social status because of their better educa-
tion, job skills, and economic independence.
Those in the second groupweremostly first gen-
eration migrants and had lived in the Netherlands
for a much shorter time. This group consisted of
18 women from smaller migrant groups from
Eastern Europe and Middle East, Asian and sub-
Saharan African countries. Apart from those who
were political refugees and expatriates, the migra-
tion motives in the second group were similar to
the larger migrant groups. However, nine of the
18 had lived in the Netherlands for less than five
years and therefore had a much more limited
experience of Dutch society and Dutch maternal
health care. However, this second group had a
much higher level of education; only four of them
had had only a primary school education. Ten of
them spoke good English.
Twenty-one of the 50 women in our study
had been admitted to intensive care because of
a life-threatening obstetric complication, of
whom some had more than one complication.
The course and consequences of these complica-
tions could thus have had a far-reaching and
traumatic impact on the women. In some cases,
their babies had died or survived with an uncer-
tain prognosis as well. The stories of Yasemin
and Ayumi illustrate some of the experiences
that the women went through during and after
a complication. Yasemin, a Turkish woman,
belongs to the first migrant group, and Ayumi,
a Japanese woman, to the second. Their stories
represent the most important differences between
the two groups in terms of social background and
its influence on the ways in which they dealt with
severe complications.
• Yasemin's story
Yasemin (age 35) came to the Netherlands 11 years
ago to marry her Turkish husband. She had com-
pleted primary school only and does not speak
Dutch. Her husband translates. During her preg-
nancy Yasemin felt tired and dizzy, and suffered
from headaches and hyperventilation. The mid-
wife referred her to the obstetrician three times
because of hypertension. The obstetrician did not
find anything abnormal and told her not to worry.146Her General Practitioner attributed her complaints
to increased stress resulting from quarrels with her
mother-in-law, who lived next door. At 40 weeks
of pregnancy Yasemin gave birth in hospital,
assisted by her midwife, and returned home two
hours later. At home she developed terrible head-
aches, pain throughout her whole body, and dizzi-
ness. Themidwife again referred her to the hospital
because of high blood pressure. Yasemin had an
eclamptic seizure while waiting for a doctor to
examine her. Immediate action was then taken.
She was given intravenous medication to prevent
further convulsions and to lower her blood pres-
sure. She recovered quickly, and after a few days
she was discharged.
• Ayumi's story
Ayumi (age 33)was a university-educated Japanese
woman and spoke reasonable English. Ayumi was
26 weeks pregnant with twins when she came
to the Netherlands as an expatriate together with
her husband. She complained to her obstetrician
several times about headaches and considerable
weight gain. Her blood pressure, which was usu-
ally low, rose and she suffered from fluid reten-
tion. She was worried and asked the doctor for
clarification about the diagnosis and whether
a caesarean section should be performed. The
obstetrician told her that everything was normal
and planned a vaginal delivery. When Ayumi
presented with similar complaints at 38 weeks,
she was admitted to hospital with pre-eclampsia.
Labour was induced and when it didn't progress,
caesarean section was performed. Healthy twins
were born. One hour later Ayumi suddenly started
to bleed heavily from her womb because of uterine
atonia. She was immediately operated upon again
but kept bleeding heavily. Hysterectomy was per-
formed in order to save her life. Ayumi received
35 units of blood and remained in the intensive
care unit for three weeks. Finally, after 30 days,
she was able to leave the hospital. She came home
with many questions about what had happened
and depressed.
Immigrant women's experiences
Health care providers underestimated complaints
Both Yasemin and Ayumi believed that their
midwives and obstetricians did not pay proper
attention to the complaints they expressed
during pregnancy.
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worried that I was swelling. I worried that I had
headaches. But they said:‘No problem.’Why they
waited so long? Why they tried to do natural
delivery for two babies?… The uterus becomes
bigger… so big that it could not shrink.” (Ayumi)
“Each time she came for a check-up, she expressed
that she was constantly tired and dizzy and that
her head was pounding. It bothers her that they
did not pay any attention to her complaints.”
(Yasemin, husband translates)
A number of the other immigrant women, from
both groups, also thought that their complaints
had not been taken seriously by health care pro-
viders, and that this might have been the reason
why complications developed or were aggra-
vated. Soriya (an Afghan refugee) and Ayse (a
Turkish marriage migrant) reported that during
induced labour extreme and abnormal pain was
interpreted as normal birth pains. Both women
later turned out to have sustained uterine rupture.
Hanan, aMoroccan second generation immigrant,
phoned the midwife several times at 36 weeks of
gestation because she felt contractions. The mid-
wife interpreted Hanan's complaints as Braxton
Hicks contractions (infrequent, irregular, painless
but uncomfortable uterine contractions that can
occur before labour), and only came to her home
after the baby had been bornwithout skilled atten-
dance. According to Hanan, the midwife panicked
because of the baby's unexpected birth and pulled
the placenta out with too much force; she con-
sidered this to be the cause of her having a major
obstetric haemorrhage. Sun-Hi, amarriagemigrant
from South Korea, had to wait five hours in hos-
pital after a normal vaginal birth before being
operated on for a large vulvar haematoma, even
though she had frequently complained about
steadily increasing pain. She eventually deve-
loped major obstetric haemorrhage as well.
Lack of patient information
We asked what doctors could do better next
time. Many of the immigrant women said they
had received little information from health care
providers about diagnosis, treatment options,
and risks before, during or after their complica-
tion occurred.
“If someone had told me what was going on, I
would have felt okay… The most important thingabout that obstetrician was that he had not told
us everything in detail.” (Sun-Hi)
“I think it is better that they give clearer infor-
mation.” (Ayumi)
The more educated immigrant women had col-
lected general information about pregnancy and
birth via social contacts (family members, col-
leagues at work), books and journals, but espe-
cially from the Internet. Ayumi, for instance, was
well informed about the risks of twin pregnan-
cies and interacted with health care providers
equipped with that knowledge. She wanted to
have a say in the medical decisions, and if she
had understood the doctor's reasoning, she could
have participated in choosing the interventions.
“It feels like: that is my birth… But it is like:
what does the doctor want to do? It is not like
what I want to do. The doctor wants to do natural
delivery… I much prefer natural delivery. But if
they had said: ‘Your chest is so big, your blood
pressure high, we can go to c-section now. But
if you want to try natural delivery…?’” (Ayumi)
Yasemin and her husband, in contrast, did not
have any knowledge about the early symptoms
of pre-eclampsia. They also had difficulties under-
standing the medical information about her com-
plication. Even so, they valued provision of patient
information. They felt it meant they were taken
seriously and respected as persons. However, they
underestimated its importance as support for
self-determination in decision-making.
Daily stress factors among the women
Chronic stress factors seem to have had a nega-
tive influence on the early identification of symp-
toms by the women themselves and their health
care providers. The socioeconomically deprived
women in particular talked about extensive prob-
lems with income, housing, residence permits,
childrearing, war trauma, homesickness, chronic
ill-health and relationship problems with the
fathers of their children and family members.
Pregnancies were often unplanned and unwanted.
The women were often not fully aware of physi-
cal changes and signs of pregnancy-related
morbidity and blamed it on non-pregnancy-
related stress.
“[Yasemin] thinks all Turkish women who deliver
have problems with their mothers-in-law. That147
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pregnancy.” (Husband translates)
Family members and health care providers too
attributed women's complaints to stress stemming
from various preoccupations. Livine, a young
woman from the Netherlands Antilles, arranged
a secret adoption for her unwanted baby with
the help of her midwife, because of her psycho-
social and economic problems. Neither she nor
the midwife paid much attention to the nausea,
vomiting, dizziness, sleepiness and exhaustion
she suffered in the last week of her pregnancy
because they attributed them to the stress of hiding
the pregnancy. Immediately after delivery, Livine
was diagnosed with acute fatty liver of pregnancy.
Lack of knowledge of danger signs
during pregnancy
Few of the women had any knowledge of the
danger signs during pregnancy. That is why
the immigrant women often did not interpret
their complaints as early signs of complications,
especially in cases of pre-eclampsia.
Many had read general information about
health issues relating to uncomplicated preg-
nancy. They had received brochures from the
midwife or had performed their own searches in
magazines and on Internet sites. They said the
information they had read treated pregnancy
and childbirth as positive events, accompanied
by minor physical discomfort. A few of the
well-educated women with high-risk pregnan-
cies, like Ayumi – including those with twin
pregnancies, placenta praevia, and essential
hypertension – had obtained information from
professional websites.
Female relatives and friends with children were
seldom consulted about health problems during
pregnancy. The women preferred to ignore disas-
ter scenarios affecting pregnancy and birth, as
was the case with Remzu, who had fled from
Chechnya four years ago and who suffered from
a delayed diagnosis of pre-eclampsia.
“I did read something about complications, but I
thought, that is not for me. I always thought
positive.” (Remzu)Language barriers
Language barriers with health care providers are
perhaps the most obvious cause of exclusion148from good quality care and from positive health
outcomes. In particular, women with the lowest
levels of education had difficulties searching for
effective care, clear presentation of complaints
and understanding information given about
diagnosis and treatment. Alma, who had fled
seven years ago from civil war in Bosnia, failed
to explain to her midwife that she had had an
epileptic seizure during a bombardment of her
native village. She had had little education and
did not know the word for epilepsy. During
delivery Alma experienced another seizure.
Husbands and others did not always trans-
late complaints and information well. Deniz,
a Turkish marriage migrant, who did not speak
Dutch, had an extremely quick progression of
labour after induction with very frequent, strong
contractions. According to Deniz, the obstetri-
cian did not take her complaints, translated by
her sister-in-law, seriously. He told them that
the onset of labour would take some time. Sub-
sequently, Deniz refused instructions to turn
onto her side following decreasing fetal heart
rates because she felt an irresistable urge to
push. Her sister-in-law started to panic and
failed to translate why she refused. When the
nurse pushed Deniz onto her side, the baby
was born. Deniz sustained cervical rupture
resulting in major obstetric haemorrhage.
Some of the women who spoke little or no
Dutch did not experience this as a problem.
Remzu said that she had always succeeded in
outlining her complaints to caregivers in broken
Dutch. But she also admitted that there was a
language barrier.
“I understand almost 80%. Not all the words,
of course, but what is necessary, what is impor-
tant.” (Remzu)
Some women, such as Yasemin, whose husband
had to translate everything, seemed aware of
the negative consequences of language barriers
for communication. When asked whether her
complaints were perhaps not taken seriously
because she could not present them herself,
she said:
“How well can you translate me, what I am
feeling? Perhaps I would have said it better.”
(Husband translates)
In no case was a professional interpreter arranged
during antenatal visits or hospital admission.
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The immigrant women were often very modest
about asking for medical attention or informa-
tion about diagnosis and treatment. When Remzu
was 29 weeks pregnant she developed serious
headaches and oedema. Despite the fact that she
became sicker and sicker, she waited aweek before
consulting her general practitioner because it was
Christmas. She was then admitted to hospital
immediately with severe pre-eclampsia.
“I thought: it is a holiday, I do not want to be
a problem for someone. I will try to go Monday
or Tuesday after the holidays. But I think now:
why did I wait? Why didn't I phone immedi-
ately?” (Remzu)
Julita was a well-educated, English-speaking
woman from the Philippines, who had come to
the Netherlands as a marriage migrant seven
years before. She waited obediently for ten hours
for an operation to relieve a vulvar haematoma,
though it was increasing in size. Julita was told
several times by the nurses that the operating
theatre was still busy. She did not ask a nurse
or doctor for clarification because she accepted
waiting as “normal”. After the operation she
needed six units of blood because of major
obstetric haemorrhage.
Ayumi had access to the basic resources
needed for open and equal communication
with her obstetrician. She was informed about
the risks of twin pregnancies and could com-
municate in English. However, she did not
understand his reasoning. Neither did she suc-
ceed in putting her concerns onto the obstetri-
cian's agenda.
“I should have challenged the doctor… I was
maybe too obedient, what they told me… But I
even showed my record [of very low blood pres-
sure]. I thought I did everything I could. But
they still said ‘no problem’.”
The well-educated women from the smaller
migrant groups saw themselves as critical con-
sumers of care in the Netherlands because of
their knowledge of medicalised maternity care
at home. They expected intervention as soon as
danger signs of maternal morbidity developed.
They were surprised by the conservative birth-
ing policies of Dutch obstetric professionals,
but did not succeed in convincing them of their
own doubts about intervention decisions. Julita,for example, asked the doctor for a caesarean
section because she had scoliosis:
“They did not really explain to me why I could
not have a c-section. What they said was I could
have a vaginal delivery… So, of course, they
know better. So all I needed to do was just trust
them.” (Julita)
The modest responses of many of the immi-
grant women were more to do with trust based
on the expertise ascribed to doctors in general,
and less with a relationship of trust based on
their understanding of the doctor's reasoning
in their own case. The women may, however,
have been conscious of their minority status
in Dutch society and afraid of discrimination,
despite the fact that only a few of them spoke
about this explicitly.
“They [doctors] really hated us. I have to chal-
lenge the doctor. But I was new here. I try to
respect the way things are here.” (Ayumi)
Native Dutch women's experiences
The native Dutch women interviewed had a
more engaged, pro-active attitude in interac-
tions with health care providers than immigrant
women. They were also more satisfied with the
professional attention they received for their
complaints and the information they were given
before, during and after their complication. Both
resulted in shared decision-making about diag-
nosis and treatment options.
“The doctor himself didn't give much informa-
tion. If I asked for it, he explained very well… I
had simply bought a book about twins. In fact
this gave me a lot of information which I had
confirmed by the doctor now and again. When
I finally had to stay [in hospital] because of
my blood pressure, he [the doctor] asked: ‘How
do you look at it – wait or not?’ I wanted to
make it to week 38. So I said: ‘I want to wait
another week.’ The doctor replied: ‘Okay, come
back next week, and then we'll talk about it
again’. And when I eventually developed pre-
eclampsia the doctor came to me again and
said: ‘Now I am in favour of getting the babies
out.' I replied: ‘Yes, I agree.’” (Karin, intermedi-
ate vocationally educated)
Native Dutch women understood better how,
where and why medical problems had developed.149
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ment and course of their complication they
could reproduce medical information coher-
ently, including those with lower levels of edu-
cation. However, despite their satisfaction with
the obstetric care they received, some of them
also referred to delays, which in their opinion
had contributed to their complications. Delays
were related to the late start of appropriate
medical treatment and insufficient cooperation
between obstetric professionals, such as late
referral to a higher level of care.
Quite some persuasion by them too could be
needed to convince a physician of the serious-
ness of health problems. Laura was referred to
an emergency unit by her GP six days after
delivery with a painful swollen leg and persis-
tent heavy vaginal blood loss. Her husband had
to convince the physician on duty of the serious-
ness of these problems. Three operations were
needed to stop the bleeding and remove the
remaining placenta. Miep, on the other hand,
whose two previous deliveries were problematic
due to slow progress and placenta accreta, expe-
rienced the same problems a third time, plus
major post-partum haemorrhage. She felt that
her anxiety was well understood, that she had
been invited to play an active role in decision-
making in the emergency unit and was cared
for very well.
Evaluation by four obstetricians
Sub-standard care was categorised as inade-
quate antenatal visits and/or delays in diagno-
sis, management of treatment, referral to a
higher level and organisation of health care.
The four obstetricians judged sub-standard care
to have played a role in the development of com-
plications in 16 of the 20 cases they reviewed,
which occurred despite women's complaints. In
five of the 16 cases, more than one type of delay
was identified. In eight cases, delays in diag-
nosing pre-eclampsia were considered to be
present, e.g. with Yasemin. Other delays
occurred in diagnosing uterine rupture (2), pre-
term labour (1) and ketoacidotic diabetic coma
(1). Appropriate management was started too
late in cases of major obstetric haemorrhage
(3) and uterine rupture (2). In three cases (two
with pre-eclampsia) midwives had referred the
woman to the obstetrician too late. In one case
the obstetrician should have referred a woman150who had uncontrollable haemorrhage sooner to
a university hospital. In one case, the obstetrician
judged that antenatal visits were not per-
formed adequately by the midwife, resulting in
pre-eclampsia remaining unnoticed. In two
cases there were transport delays, which aggra-
vated complications.
The obstetricians found that the patients'
behaviour had directly contributed to sub-
standard care in five cases. In two cases lan-
guage barriers may have resulted in inadequate
communication, which in turn contributed to
delays in diagnosing pre-eclampsia. The case of
Yasemin was one of the two. Reading Yasemin's
own story one may get the impression that the
midwife acted adequately. She referred her three
times to the obstetrician because of high blood
pressure. However, according to the evaluating
obstetrician, there was insufficient medical atten-
tion first by the midwife and later by the obstetri-
cian for Yasemin's high blood pressure after
birth, though she did complain of it. This resulted
in delayed diagnosis, delayed start of treatment
and eventually the eclamptic fit. Yasemin and
her husband concurred. In another case, the
obstetrician judged that a woman had missed
an extra blood pressure check at a diagnostically
crucial moment and another woman waited too
long before consulting a General Practitioner or
midwife when she had significant complaints.
The obstetricians also judged deficits in com-
munication with six patients regarding diagnosis
and treatment, although they did not think this
contributed to sub-standard care.
In only four cases was no sub-standard care
observed. Medical check-ups during pregnancy
were done properly, in accordance with the
guidelines. There were no delays in diagnosis,
management and referral and complications
could not have been prevented by more appro-
priate attention. These cases involved major
obstetric haemorrhage after placenta abruptio
and after uterine atonia. One woman had prob-
lems with hypotension and angina pectoris
during delivery and was observed in the inten-
sive care unit. Ayumi was among this group; her
haemorrhage was due to uterine atonia and had
no relation to hypertension or other delays,
though she had voiced the opinion that rising
blood pressure had increased the risk of eclamp-
sia and why she thought one twin was born pre-
maturely. Miscommunication between Ayumi
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due to language barriers.Discussion
Patient-centred care focuses on cooperation and
communication between patient and provider
in a process of shared decision-making. This
assumes that patients have the knowledge and
confidence to do so and that such a partnership
reduces the risk of complications. In contrast
to the pro-active attitude of the native Dutch
women, the reticent mindset of many of the
immigrant women hindered effective involve-
ment in getting needed care and in decisions
about that care. Often substandard care as iden-
tified by the obstetricians was related to poor
doctor–patient interaction.
Previous research has shown that immigrant
patients in the Netherlands talk less and show
more agreementwith native DutchGPs than native
Dutch women. Moreover, they give less informa-
tion about lifestyle and psychosocial issues. The
active, task-oriented behaviour of physicians was
similar with both groups of women, but the phy-
sicians were more empathic and more involved
with the native Dutch patients.4
Immigrant patients' cultural and gendered
expectations vis-à-vis formal authoritative rela-
tionships in their home countries, as well as fear
of exclusion from care due to discrimination,
merit further investigation and understanding.
Health literacy
With themove towards amore “consumer-centric”
health care system, health literacy becomes even
more of an issue. Health literacy is “the degree to
which individuals have the capacity to obtain,
process, and understand basic health information
and services needed to make appropriate health
decisions”. It comprises a complex set of reading,
listening, analytical, and decision-making skills,
and the ability to apply these skills to health
problems.5 In our study even highly educated
women from the smaller migrant groups, who
presented themselves as critical health con-
sumers, showed low health literacy skills. They
did understand basic health information, but
lacked the appropriate communication strategies
to interact adequately with caregivers, and vice
versa as regards those same caregivers. This is
one of the most important findings of our study.Research is still dominated by a paradigm in
which ethnic health inequities as a result of low
health literacy are correlated with factors such
as general illiteracy, low levels of education, low
income, and a socially disadvantaged minority
position in society among patients, which was
not what we found.
Our study supports the LEMMoN study find-
ing that immigrant women in small migrant
groups are most at risk for severe maternal mor-
bidity, though we have shown that all immigrant
women are more at risk. One of the explanations
for the differing level of risk between migrants
could be that social support from an extensive
ethnic network, available among the large migrant
groups, helps to prevent delays that lead to mater-
nal complications worsening.6
Competent maternity care for immigrant women
There is a need for maternal health care providers
to be sensitive to the needs and sociocultural
contexts of immigrant women, which may differ
across different migrant groups. Cultural aware-
ness among medical professionals is increasingly
being promoted to improve communication in
health care. However, it would be a mistake if
providers started approaching pregnant women
only from a culturally deterministic angle, which
would underestimate differences in educational
levels and social status, differences between the
generations, and different individual patients'
experiences in the Netherlands.
From our study it is clear that maternity care
for immigrant women can be improved through
early diagnosis of maternal morbidity, in par-
ticular pre-eclampsia. Focused questioning of
complaints, even if they are vague, and atten-
tion to individual circumstances are needed.
Where language barriers exist, professional inter-
preters should be brought in.
Not all patients wish to be involved in decision-
making about their care, however. Much depends
on the nature of the care – elective, acute or
chronic – as well as whether or not patients have
the motivation and ability to be involved and
informed. Women participating in our study, who
were in a life-threatening situation, needed com-
petent diagnosis and decisive action by obstetric
professionals far more than patient-centred par-
ticipation in the consumer sense.
Improved education for immigrant women
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towards overcoming ethnic differences in mater-
nal morbidity. But this education needs to take
account of professional preferences in the delivery
of maternity care in the Netherlands, which
includes high levels of home birth and shared
decision-making within a government-supported
consumer care mode. A controversial issue in the
Netherlands is how a policy for reducing mater-
nal morbidity can succeed within an approach to
pregnancy and childbirth as natural events that
can take place at home. The caesarean delivery
rate of 15% is among the lowest in the western
world, and the home delivery rate of approxi-
mately 25% is exceptionally high for a Western
country. Reducing the high incidence of pre-
eclampsia within such a model creates a particu-
lar challenge for Dutch obstetrics.152Inclusion of patients' perspectives in evaluating
standard of care
Good medical care is an issue both of high
quality medical practice and good provider–
patient communication. Our study shows that
the patient's evaluation of what went right and
wrong in cases of serious maternal morbidity
may or may not be the same as the providers'.
For this reason, we recommend that patient per-
spectives are an essential element of and should
be integrated into the medical evaluation of the
quality of maternity care.
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